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Painful erections experienced from day following operation. Successful intercourse ten days after leaving hospital. Regular intercourse during past two years.
After-effects of Plastic Operations in Two Cases of Hydronephrosis.-H. P. WINSBURY-WHITE, F.R.C.S.
(1) Male, aged 29. Von Lichtenberg plastic operation for left hydronephrosis with calices somewhat expanded was carried out ten years before, resulting in disappearance of symptoms for eight years; but during this time urine was hazy with pus and calices still dilated as shown by intravenous urography. Subsequently constant headaches for two years and urine as stated. Left nephrectomy ardvised and carried out.
Pre-operatively blood-pressure was 185/118. One month after operation: No headaches; blood-pressure 140/80; urine free from pus and organisms. Comment.-In spite of cure of symptoms result of plastic operation must be considered unsatisfactory as ultimately revealed by headaches and elevated blood-pressure.
The disappearance of these signs after nephrectomy showed that an important degree of toxaemia had been present. It is not easy to get a good result when the calices are already expanded before operation.
(2) Single, female, aged 31. Early right hydronephrosis: simple excision of redundant pelvis four years before.
Result: Symptoms gone; urine crystal clear, but a few coliform bacilli present. Intravenous urogram showed good function and no dilatation of pelvis or calices.
Comment.-It is not difficult to get a good result from a simple plastic operation on an early case of hydronephrosis.
Hydronephrosis Causing cEdema of the Legs.-ALEXANDER E. ROCHE, F.R.C.S. In 1938 I was asked by Dr. Konstam to see a patient at the West London Hospital, diagnosed by him as having hydronephrosis.
Male, aged 40. There had been no loin pain, but, for four weeks, mid-abdominal pain one to one and a half hours after meals, nausea, two and a half weeks' pain in the right lower chest, and one week's pain, swelling and discoloration of the left leg, the pain commencing like sciatica in the left buttock, and thence spreading down the leg, and necessitating injections. There had also been bluish discoloration of the left flank and iliac fossa. On admittance the whole left lower limb had been swollen, and the skin bluish-red and warmer than on the right. However, by the time I saw him, nine days later, the left leg, pitting deeply, was swollen only up to the knee, but the right leg and thigh, the latter of almost elephant's size, were tense, and the skin, pitting deeply, was shiny and bluish up to the pelvis. The right buttock was bulging with cedema, and the right loin was congested and cedematous. There were engorged epigastric veins.
Filling the right loin, and extending down into the right iliac fossa and across to the left epigastrium, was a tense, fluctuating, football-sized mass. The urine was normal;
Wassermann and hydatid tests negative; leucocvtes 15,500, with slight daily pyrexia, often to 1000 F. Plain X-ray films showed the ascending colon shadow apparently coinciding with that of the descending colon, the right side of the diaphragm high, and the right psoas shadow obscured by a large vague blur. Left uroselectan outlines were normal; the right were absent.
Having never previously seen a hydronephrosis causing cedema of the legs from pressure on abdominal veins (nor had Mr. Sydney MacDonald) I at first thought the patient might have left small saphenous thrombosis (I could feel a median left popliteal cord) and right femoral thrombosis. However, this would hardly account for the cedema and congestion of the right loin.
Having once seen a right renal growth cause oedema of legs and scrotum by growing into the inferior vena cava, I suggested right ascending pyelography, but could not find the right ureteric orifice after prolonged search, though the left was easily seen, in spite of the presence of varicose veins, which ran dowvn to the regions of both ureteric orifices.
Against growth were the absence of hematuria and the maintenance of weight, and I hoped for, and on the whole believed in, hydronephrosis as a diagnosis, though still fearing growth.
On 16.3.38, via a long right paramedian transperitoneal incision, a large hydronephrosis was removed, weighing 8 lb. 4 oz., and a good view of the duodenum and inferior vena cava obtained. The ascending colon was practically in the mid-line of the body. The loin was stabbed, and a tube left in, but it drained practically nothing. The pulse-rate. 96 on the day after operation, rose within forty-eight hours to 144, taking two or three days to settle. However, the patient remained a good colour, and apart from a few days' hiccoughs, made a good recovery. The day after operation the right thigh felt more lax, and a week after, it was normal, though the legs were still cedematous. They appeared normal on the patient's discharge from hospital twenty-three days after operation, and when last seen, ten days ago (13.10.41) the patient was well and symptomless.
There was no stricture in the four inches of ureter removed and a No. 7 French bougie passed easily. The undilated ureter was found looped over a leash of vessels, above which it gradually widened to nearly the diameter of a little finger, as it ran along the cyst to open into it about one inch internal to the vessel-crossing. The kidney was a thin, translucent, but tough shell, with two or three fibrous-looking septa.
Up to five years before operation patient says that he used to run 100 vards in just under eleven seconds, and cvcle for twelve hours.
Hunner's Ulcer.-GEOFFREY E. PARKER, F.R.C.S. The patient gave a characteristic history of severe stabbing pain on micturition over a period of four years.
On cystoscopy, the bladder showed only a mild degree of chronic cystitis, except on the left side of the fundus where there was an ulcer about the size of a shilling, the surface of which w'as bright and bled freely, and was sharply demarcated from the surrounding bladder wall.
Cystoscopy had only been possible under ftill ether anaesthesia, as the consciouls patient could not tolerate more than 2 oz. distension, and even then wvith great pain. Treatment by repeated over-distension, as recommended by Kretschmer, seemed for this reason to be out of the question, and the ulcer excised wvithout difficuilty by suprapubic partial cystectomy.
The differential diagnoses of malignant and tuberculous uilceration were discussed, and the specimen of the ulcer, together with the microscopic sections were demonstrated.
